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Citation 4.19payment f o r  Services 

42 CFR 447.252 (a) The Medicaid agency meets the requirements of 
1902(a)( 13) 42 CFR Part 447, Subpart C, and sections 
and 1923 of 1902(a)(13) and 1923 of the Act with respect to 
the Act payment for  inpatient hospital services. 

ATTACHMENT 4.19-A describes the methods and 
standards used to determine rates f o r  payment f o r  
inpatient hospital services. 

-
L/ 	 Inappropriate level of care days are covered and 

are paid under the State plan at lower rates than 
other inpatient hospital services, reflecting the 
level of care actually received, in a manner 
consistent with section 1861(v)(l)(G)of the Act. 

Inappropriate level of care days are not covered. 
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Citation 4.19(b) In addition to the services specified in 

42 CFR 447.201 paragraphs 4.19(a), (d), (k), (l), and ( m ) ,  the 

42 Cl?R 447.302 Medicaid agency meets the following requirements: 

52 FR 28648 

1902(a)(13)(E) (1) Section 1902(a)(13)(E) of the Act regarding

1903(a)(1) and
payment for services furnished by Federally
(n), 1920,and qualified health centers (FQHCs) under section 

1926 of the Act 	 1905(a)(2)(C) of the A c t  The agency meets the 

requirements of section 6303of the State 
Medicaid Manual (HCFA-Pub. 45-6) regarding 
payment f o r  FQHC services attachment 4.19-0 
describes the method of payment and how the 
agency determines the reasonablecosts of the 
services ( f o r  example, cost-reports, cost o r  
budget reviews, or sample surveys). 

(2) 	 Sections 1902(a)(13)(E) and 1926 of the Act, and 
42 CFR Part 447, Subpart D, with respect to 
payment for all other types of ambulatory services 
provided by rural health clinics under the plan. 

attachment 4.19-0 describes themethods and standards 
used f o r  the payment of each of these services 
forinpatienthospital,nursingandintermediatecare 
facilityservicesthataredescribedinother 

except for inpatient hospital, nursing
facility servicesand services in intermediate care 
facili ties for the mentally retarded that are described 
in other attachments. 

. 
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Citation  

facility  

6 0  

Wevision:HCFA-PH-87- 9 (BERC) OHB NO.: 0938-0193 
AUGUST 1987 

State/Territory: OH 

4.19 (d)

42 CFR 44?.252 

47 FR 47964 (I) The agency the of
medicaid meets requirements 
48 $2 56046 42 CFR447, respectPartSubpart C, with to 


skilled and
42 CFR 447.280 for nursing
payments intermediate 

47 FR 31518 care
services. 

52 FR 28141 


ATTACHMENT 4.19-D describes the methods and 

standards used to determine rates
for payment 
for skilled nursing and intermediatecare 

facility services. 


(2 )  The medicaid agency provides paymentfor 

routine skilled nursing facility services 

furnished by a swing-bed hospital. 


-// At the average rateper patient day paidto 
SMFs for routine services furnished during 
the previous calendar year. 

/-i At a rate established by the State,-	 which 
meets the requirementsof 42 CFR Part 447, 
Subpart C, as applicable. 

lot applicable. The agency does not 
provide payment for S W  services to a 
swing-bed hospital. 

( 3 )  	The Medicaid agency provides payment for 
routine intermediate care facility services 
furnished by a swing-bed hospital. 

-// 

/ /-


At the average rate per patient day paid 

ICFs, other thanICFs for the mentally 

retarded, for routine services furnished 

during the previous calendar year. 


At a rate established by the State, which 

meets the requirements of
42 CFR Part 447, 

Subpart C, as applicable. 


lot applicable. The agency does not 

provide paymentfor ICF services to a 

swing-bed hospital. 


to 


1 7  ( 4 )  Section 4.19(4)(1) of this plan is not-
applicable with respect to intermediate care 
facility services; such services are not 
provided under this State plan. 
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Revision: 	 HCPA-PH-87-4 march OHB lo.: 0938-0193 
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OHIOState/Territory: 


requirements of 
AT-78-90 42 CFR 447.15. 
AT-80-34 
48 FR 5730 lo provider under deny 

Citation 4.19 ( f )  The medicaid agency limits participation to 
42 CFR 447.15 providers who meet the 

participating this plan may 

services to any individual eligible underthe plan 
on account of the individual's inability to pay a 
cost sharing amount imposed by the plan in 
accordance with42 CFR and 447.53. This 
service guarantee doesnot apply to an individual 

who is able to pay,
nor does an individual's 
inability to pay eliminate hisor her liability for 
the cost sharing change. 

Approval Date T&&J eff ective Date 

HCFA ID: 1010P/0012P 




63 


s ta te  O H I O  



R e v i s i o n :  

C i t a t i o n  
42 CFR 447.201 
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state OHIO 

citation 4.19 ( i )  The . M i a i d  agency’s payments y e
42 G3 447.291 sufficient to enlist enough providers so 
42 447.204 that services under the plan are 
AT-78-90 m i l l e  to recipients a t  least to the 

extent that those semi- axe available b 
the genral population 
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state: OHIO 

Citation 


4 2  CFR 4.19(j) The Medicaid agency meets the requirements
447.201 of 4 2  CFR 447.205 for public noticeof any changes in 
and 447.205 Statewide methodor standards for setting payment 

rates. 


1903(v) of the (k) The Medicaid agency meetsthe requirements
Act of section 1903(v)of the Act with respectto payment

f o r  medical assistance furnished to analien who is 
not lawfully admittedf o r  permanent residence or 
otherwise permanently residing in theUnited S t a t e s  
under color of law. Payment is made only f o r  care 
and services thatare necessary for thetreatment of 
an emergency medical condition,as defined in section 
1903(v) o f  the Act. 
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